(ndividual
Flan

A Guide to Individual
Planning

Published by:

THE STATE OF CONNECTICUT

DEPARTMENT OF DEVELOPMENTAL SERVICES
460 Capitol Avenue, Hartford, CT 06106

Governor M. Jodi Rell

Commissioner Peter H. O'Meara

Deputy Commissioner Kathryn du Pree
41

| c

Revised: February 2009

Version 1.1



A Guide to Individual Planning

Table of Contents

Click on any one of the headings within the Taldl€ontents to move to that section within the
guide. Similarly, click on any one of the Table @bntents hyperlinks within the body of the
guide to bring you back to this page. Please rwethe guide must be in Print Layout View to
view the Table of Contents hyperlinks.

Introduction 3
Individual Planning Policy 4
Individual Planning 4
Exceptions to an Individual Plan 4
Individual Planning Timeframes 5
Roles and Responsibilities 6
Role of the Individual 6
Role of the Case Manager 6
Support Provider Roles 7
Steps of the Individual Planning Process 10
Prepare to Plan 11
Identify the Participants to be Involved in the Plaaning Process 11
Schedule the Planning Meeting 11
Support the Individual to Prepare for the Planning Meeting 12
Develop the Level of Need Assessment and Screenirapl 13
Gather a Good Understanding of the Individual 14
Complete the Information Profile 14
Complete the Personal Profile 15
Complete the Future Vision 15
Review Recent Assessments, Screenings, Evaluatiamsl Reports 16
Review the LON and the LON Summary Report 16
Develop an Action Plan to Achieve Desired Outcomes 18
Action Plan Components 18
Identify Themes and Outcomes 18
Develop Action Steps 18
Summarize the Plan of Supports and Services 20
Identify Additional Supports Needed to Assist the mdividual 22

Identify Additional and Specific Provider Qualifications and Training 22

Develop A Plan for Emergency Back Up Supports 23
Identify Additional Supports Needed to Assist the mdividual to Make
Choices and Participate in Planning 24

DDS- State of Connecticut Page 1 February 2009



A Guide to Individual Planning

Identify How Progress on an Individual’s Plan Will Be Monitored 25

Address Medicaid and HCBS Waiver Eligibility
Maintaining Medicaid Eligibility
HCBS Re-Determination
Complete the Addendum to the Individual Plan
Completing the Aquatic Activity Screening
Document the Plan and Obtain Agreements and Approva
Document the Plan
Obtain Agreement with the Individual Plan
Submit the Individual Plan for Approval and Authori zation
Put the Plan into Action
Monitor and Review the Individual Plan as Needed
Monitoring Plan Implementation
Periodic Review of the Plan — IP.12
Changes to the Individual Plan
Transition Planning
Where to File the Individual Plan Forms
Individual Planning Reference Materials
Questions to Guide Plan Development
ICD9 Codes
Additional References

DDS- State of Connecticut Page 2

26
26
26
27
27
28
28
28
28
31
32
32
33
34
37
38
39
39
47
49

February 2009



A Guide to Individual Planning
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The individual planning process results in the dgwment of a comprehensive Individual Plan,
which is the document to guide all supports andises provided to the individual. Individual
planning, a form of person-centered planning,wsa§ to discover the kind of life a person
desires, map out a plan for how it may be achieard,ensure access to needed supports and
services. Individual planning is an approach topiag driven by a respect for the individual, a
belief in the capacities and gifts of all peopled @ahe conviction that everyone deserves the right
to create their own future.

Individual planning supports people to achievedhomes of the mission of the Department of
Developmental Services, which states that all [gesipould have opportunities to experience:

= Presence and participation in Connecticut town life

= Opportunities to develop and exercise competence.

= Opportunities to make choices in the pursuit oéespnal future.
= Good relationships with family members and friends.

= Respect and dignity.

The individual planning process promotes and erages the person and those people who
know and care about him or her to take the leatirgcting this process and in planning,
choosing, managing, and evaluating supports anicssr Individual planning puts the person at
the “center” of the plan. Individual planning afgpeople the opportunity to lead self-
determined lifestyles and exercise greater comtrtieir lives.

Individual planning is a way of listening to thergen. During the process, the person is viewed
holistically to develop a plan of supports and s&w that is meaningful to him or her. The
resulting plan identifies services and supportséet the person’s unique desires and needs,
regardless of funding source and may include Medlis@iver services, state plan services,
generic resources, and natural support networks.pldn is not the outcome. The life the person
wants is the outcome. Through the implementatioongfoing action steps the planning and
support team help the person move towards théh#ehe or she desires.

Case managers may share information with indivilahbut different types of person-centered
planning processes and encourage them to choogéativ@ng process that works best.
However, any information obtained from other typéperson-centered planning processes
should be incorporated into the DDS Individual Piam.
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Individual Planning

The Individual Planning Policy states that eachvigdial served by the department shall have an
Individual Plan or Individual Plan — Short Form coensurate with the supports and services
received.

The following individuals shall have an IndividuRlan:

>

>

>

>

All individuals who receive DDS HCBS Waiver sensce
All children in Voluntary Services

All individuals who receive any DDS funded residahsupports, including
Individualized Home Supports

All clients of the department who pay directly ®esidential Habilitation services.

Exceptions to an Individual Plan
Individuals served by the department aot required to have a comprehensive Individual Plan
under the following circumstances:

>

Individuals who are enrolling in a HCBS waiver mae the Individual Plan — Short
Form, along with a Summary of Supports and Seryiées, for the first 90 days of
receipt of new HCBS Waiver services, 45 days ierlged settings, after which time an
Individual Plan must be in place.

Individuals who live in private ICF/MR settings mphan using an Individual Plan —
Short Form or the private agency’s plan form. livgitle ICF/MR settings, the case
manager is responsible to participate in the mgehowever is not responsible to
facilitate the meeting or document or distribute pinovider’s plan.

Individuals who live at home with their family ar their own homes and who do not
receive DDS funded residential supports, includimdjvidualized Home Supports or any
Home and Community Based Services (HCBS) Waivepausp, including day support
may have an Individual Plan — Short Form.

Individuals who are appropriately placed in LongreCare facilities may have an
Individual Plan — Short Form.

Individuals who pay directly for employment supgaost day services may have an
Individual Plan — Short Form.
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Individual Planning Timeframes

The Individual Plan is the document that guidesstiygports and services provided to the
individual. The Individual Plan should accurated§lect the individual’s current life situation
and address their specific supports and servicea.minimum, Individual Plans will be
reviewed and updated on a yearly basis for persoraled in a waiver. For HCBS Waiver
recipients, the plan must be renewed within 365 adythe prior plan date. For individuals
newly determined eligible for DDS services, theecamnager should ensure that an initial
Individual Plan or Individual Plan — Short Forndisveloped within 60 days of the initial visit.
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Roles and Responsibilities Table of Contents

Role of the Individual

The individual is at the center of the planninggass. Individuals and their family members
should participate in the planning process to tieaigst degree possible and effectively
communicate their needs, desires and preferenaghdeo team members. Individuals and their
families have an important role in selecting pgraats to be invited to the planning meeting and
helping to expand and enhance team membership. Walythis can be done include

identifying, recruiting and welcoming new team memsband showing appreciation and support
for the contributions of existing team members.

Before the meeting, the individual should begishape his or her vision for the future and
choice of support options, including self-directieendor supports or the agency with choice
option. Individuals and their families should prd@iinformation to the case manager to help him
or her to update the information profile and contglée Level of Need Assessment and
Screening Tool (LON). They may also complete thioogl “My Health and Safety Screening”.
Along with the case manager, individuals and tfeimilies should review the assessments,
reports, and evaluations and determine how infdonas to be presented.

During the meeting, the individual should sharedmiter vision for the future, objectives for the
coming year, and preferences for activities to lesyed, types of supports to be provided, and
support providers. He or she should identify wrgehvices will be provided by generic and
informal sources. After the meeting, the individaatl his or her family should review the
completed plan for accuracy. The individual, pargoardian or advocate, should contact the
case manager within two weeks of receipt of thetemiplan if they do not agree with the plan as
written.

Once the Individual Plan is developed and implementihe individual should share information
with the case manager and other team members hisooit her satisfaction with the supports
and services received. The individual should pigdie in ongoing monitoring and review of
supports and services and in periodic reviews @fplan.

Role of the Case Manager

The role of the DDS case manager in individual plag is to support the person and other team
members to develop and implement a plan that asielsebe individual’'s needs and preferences.
The case manager should support the individua¢tadbively involved in the planning process
and to assume greater responsibility over timaii@cting and facilitating the meeting.

The case manager should assist the individualetatiiy members of his or her planning and
support team and to invite them to the meetinge ddse manager should support the individual
and family to review assessments and reports béfereneeting and to contribute information
that will be used in the planning process. Priadhtameeting, the case manager should ensure
that any individuals who express interest in sekating supports are made aware of the
opportunity to hire an independent support brokerdsist with planning.
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The case manager is responsible to ensure thadndiyplanning meeting is scheduled at a time
when the person, his or her family and other teaambers can attend. He or she is responsible
to facilitate the annual individual planning megtimless the individual requests another team
member facilitate the meeting. The case managridlensure the meeting is facilitated in line
with the individual planning process and encompaggeut across services settings.

At the time of the individual’s planning meetingetcase manager is responsible for ensuring the
individual, and his or her family, guardian, adviecar other legal representative, if applicable,
is informed of the rights extended to them by DSluding the right to appeal any decision
that is made at the meeting through the PrograncrAatiministrative Review (PAR) process.
The case manager should also notify the individui@lmily or guardian about the department’s
guidelines for reporting incidents to family membddepartment guidelines require that the
family will be notified of all critical incidentdpjuries that require treatment by a physician
regardless of location, restraint use that hadaeh approved for the individual by the Program
Review Committee (PRC) and/or the parent has net bdormed of the procedure, and
emergency restraints. The case manager shoulddertvwe family with the option to be notified
more or less frequently if desirest the time of the meeting, the case manager shalstul

inform the individual of his or her human/civil hitg, should share information about reporting
suspected incidents of abuse or neglect, shoutdnmindividuals on the waiting list of their
priority status, and should inform waiver partigigmand their families about Medicaid Fair
Hearing rights. The case manager should also affepportunity for individuals who are age 17
or older to register to vote.

The case manager should ensure the individual éas tffered a choice of supports, service
options, and providers and that the plan repregbatmdividual’s preferences. The case
manager should transcribe and document the plaheoimdividual Plan forms. In private
Community Living Arrangements (CLAS) the plan maytbanscribed by other team members.
The case manager should review the documentedgiaccuracy and share with the individual
and his or her family or guardian for review. Agthlanning meeting, the case manager should
document who participated in the planning proceskabtain signatures of those present on the
Signature Sheet. The case manager should ensypathis distributed to all team members
within 30 days of plan development.

The case manager is responsible to monitor impléatien of the plan to ensure supports and
services are provided as outlined in the plan hatgrogress is being made that results in
improvements in the individual’s quality of life.e-br she should ensure the plan is periodically
reviewed and updated based on individual circuntst®and regulatory requirements.

Support Provider Roles

The role of support providers is to ensure thatigyyaffective and timely supports are provided
by qualified, trained staff. Providers should b&vacparticipants in the individual planning
meeting and are responsible for developing spegiéins including teaching strategies,
programs, protocols, and guidelines that are i With the individual plan and include how,
when, where, and what supports will be provided lama these supports will help the individual
to achieve desired goals.
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Providers should complete any assessments, exalgatr reports for which they are
responsible and should submit them to the case gearméd least 14 days before the Individual
Planning meeting. They should provide informatiothe case manager to assist with the
completion of the LON. Support providers should min documentation of progress on
specific plans, including teaching strategies, prots, protocols, and guidelines and should
provide six month reviews of progress to the caaaager. Providers should notify the case
manager at any time there are any significant cesungthe individual’s life that warrant a
revision of the individual plan. Note that in sosedtings, more stringent review and reporting
requirements may apply.
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Individual Planning Activities

Individual

Case Manager

Support Providers
(includes residential, day, &
other providers)

Before the meeting select participants
to be invited

Schedule meeting at time and place
convenient for individual/family, CM,
and other team members and invite
participants

Submit current assessments to case
manager 14 days prior to IP meeting

Review Assessments, Reports,
Evaluations with individual and family

Ensure copies of Assessments, Repo
Evaluations are shared with Support
Providers

s,

Complete LON with input from
individual, family, and other team
members

Update Information Profile

Share LON and LON Summary Repo
with individual/family and provider(s)

rt

Gather Personal Profile Information

Facilitate the meeting unless individuz
requests another facilitator

A

Transcribe the Plan within 2 weeks of
IP meeting

v’ (Private CLA only)

Review IP for accuracy and
completeness

Distribute the Plan
Within 30 days of IP meeting

Notify CM within 2 weeks of receipt if
do not agree with plan as written

Develop and Implement Specific Plan
in line with the IP, including teaching
strategies, protocols, guidelines, and
program plans

Document Progress on Goals and
Specific Plans

Provide 6 month Individual Progress
Reviews to team members

Convene team meeting if needed dur
the plan year.

ng

Update CAMRIS information
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Following are the overall steps in the planningcess:

Prepare to Plan
* Identify the individuals to be involved in the plang process
» Schedule the planning meeting
» Support the individual to prepare for the plannmmgeting
» Develop the Level of Need Assessment and Scredrony

Gather a Good Understanding of the Individual
» Complete the Information Profile, Personal Profied the Future Vision
* Review recent assessments, screenings, evaluaton®ports
* Review the LON and the LON Summary Report

Develop an Action Plan to Achieve Desired Outcomes
* Identify themes and outcomes
» Develop action steps that are specific and meakurab

Summarize the Plan of Supports and Services
* Identify types and amounts of services and suppordsldress the Action Plan
» Document who will provide the support
» Specify which waiver services will be provided

Identify Additional Supports Needed to Assist titevidual
* Identify needed provider qualifications and tramspecific to the individual
» Develop a plan for emergency back up supportgpfieable
* Identify supports needed to assist the person terohoices and participate in planning
* Identify how progress on the individual’s plan vk monitored
» Complete the Aquatic Activity Screening - Addendtmthe plan

Address Medicaid and HCBS Waiver Eligibility
» Ensure the individual has maintained Medicaid bllgy
» Complete the HCBS Waiver re-determination form

Document the Plan and Obtain Agreements
» Document the Plan and disseminate to team members
* Individuals/families notify case manager within 2eks if do not agree with written plan

Put the Plan Into Action
» Arrange for needed supports and implement the plan
» Providers implement specific plans including teaghstrategies, programs, protocols, etc.

Monitor and Revise the Plan as Needed
* Monitor plan implementation
* Providers submit 6 month progress reviews to alintenembers
» The team convenes to make changes to the plareds aad circumstances change.
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Identify the Participants to be Involved in the fiang Process

The individual and his or her family members shcagdcomfortable with the people who help to
develop the Individual Plan and should consideitimy a balance of people who can contribute
to planning, including friends, family, support piders, professional staff. The individual
should be supported to include people in the plajpnand support team who:

» Care about the individual and see him or her instjve light.
* Recognize the individual's strengths and take ithe to listen to him or her

* Can make a commitment of time and energy to heprttividual to develop, carry out,
review and update the plan.

At the very minimum, all planning and support teashall include the individual who is

receiving supports, his or her guardian if applieahis or her case manager, and persons whom
the individual requests to be involved in the indijzal planning process. The case manager
should contact the individual prior to schedulihg tneeting to identify the people the individual
requests to have present at his or her planningimgee

Individuals who are interested in self-directingitrsupports should be made aware of the
opportunity to hire an independent support broKeselected, the independent support broker
would become a member of the person’s planningsapgort team.

Planning and support teams for individuals who ikeceesidential, employment, or day support
should include support staff chosen by the indigldand who know the person best. Depending
upon the individual’s specific needs, health prevgl allied health providers, and professionals
who provide supports and services to the individiaiuld be involved in the individual

planning process and may be in attendance at tiddoal planning meeting.

Individuals who are interested and would benefibfithe support of additional members of their
team should be encouraged to invite friends aretested community members to their planning
meetings. These community members should be stgaptar participate in the planning process
in a meaningful and constructive ways.

Schedule the Planning Meeting

Every effort will be made to schedule the plannmmegeting at times and locations that will
facilitate participation by the individual and lwsher family, guardian, advocate or other legal
representative as applicable. The case manageenglre that the individual and/or the person’s
family is contacted to schedule a meeting at tb@nvenience.

If the person, family, or guardian refuses to pgstite in the Individual Plan meeting, the case
manager should document his or her attempt(s)Miteiparticipation and the responses to those
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attempts in the case manager notes in the indiviggard and in the Summary of
Representation, Participation, and Plan MonitoriRg9. In these situations, the case manager
should pursue other ways to involve the individteanily, or guardian in the planning process
outside of the meeting.

Support the Individual to Prepare for the Plannivgeting

The case manager should assist the person and lnes family to be actively involved in the
planning process. This includes inviting team memmbe participate in the planning process,
determining the content of the meeting and decidimg the meeting will be run and organized.
The case manager and other team members shoutdldeses much information as possible
before the meeting to assist the individual andbhiser family to prepare for the meeting and
helps the meeting to be shorter, more focused oisida making, and more efficient.
Supporting the individual to prepare for the megtififers an opportunity to express his or her
desires or concerns to the case manager or arteirarmember with whom he or she is
comfortable and who can assist the individual frslthese issues with the larger group.

If the person and his or her family are interesteself-directing their supports, the case manager
should explain the supports an independent sujypoker can provide and offer an opportunity
to invite an independent support broker to be imedlin the planning process.

Before the meeting, the case manager may assistdiveddual and his or her family to begin to
update the Information Profile and develop the ®&akProfile and Future Vision. The case
manager may provide a copy of "My Health and SaSaiyeening” to the individual or his or her
family so they may identify health and safety consdhey want to be sure are addressed in the
plan. The case manager should complete the Lewéetl Assessment and Screening Tool
(LON) with information from the individual, the faty, providers and/or the master file prior to
the planning meeting.

Providers of supports and services should sharemuassessments, reports and evaluations with
the case manager at least 14 days prior to thelstdtemeeting. The case manager should share
the LON and LON Summary Report with team membeis po the planning meeting. The case
manager should provide an opportunity for the peestd his or her family to review the
information contained in current assessments, tepand evaluations that will be discussed at
the meeting.

The individual has the option of having the caseager facilitate the planning meeting or
selecting another person to facilitate the meetifghe person selects an independent support
broker, he or she may also choose to have the bfagiéitate the meeting.

Accommodations

The case manager should ensure individuals hawdedesccommodations for the meeting.
Individual plans should be developed and provideithdividuals and families in their native
language when requested. Should an individualrarlfamember require a language or sign
language interpreter to effectively participatéha planning process, case managers may submit
requests for translation or interpreter servicehéar supervisor for approval. A list of
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competent, authorized translators and interprétengersons with limited English proficiency,
as well as sign language interpreters is postati®il” drive in the Case Managers folder.

Some individuals may have communication deviceaptide equipment or technology, or other
types of required accommodations that must beawailin order to successfully participate in
the planning meeting. The case manager shouldtbefake sure that these devices, equipment,
or accommodation supports are available and in gaw#ting order at the time of the meeting,
so that there are no barriers to participation.

There may be circumstances when the individual doésvant to discuss something in a
meeting. This preference should be respected wbssilge, however, personal information that
affects supports or impacts the individual’'s healtlsafety should be addressed. In these
circumstances, the topic should be acknowledgediaatl with respectfully and privately
outside of the meeting with the person and witlerttwho need to know this information to
provide appropriate supports.

Informed Choice

An important part of pre-meeting planning is hetpthe individual understand the choices that
are available. The case manager should help tidndl to understand the waiver service
options and hiring options that DDS provides tacalhsumers and should explain the DDS
portability process. A review of support optioesspecially important during periods of
transition, such as during the transition from stHo-work, when funding resources become
available to the individual, when major life chaagecur, or when aging issues become
apparent.

Develop the Level of Need Assessment and ScreEoahg

Prior to developing the individual plan, the cassnager should develop or update the Level of
Need Assessment and Screening Tool (LON) with ifqau the individual, the family, and
providers and with information from the master.flipport providers may have input into the
LON and should share current information aboutpeson, including their skills and abilities,
behaviors, health care needs, and medicationscd$emanager is responsible to reviewing the
information for accuracy and ensuring it alignshahis or her own knowledge of the individual,
information from the family, and assessments apdnts that are on file.

The LON should be completed before the initial pad updated annually or more often as
needed to reflect significant changes in the pesdde or to identify and document concerns or
issues that may pose a health and safety risletmthividual. The completed LON and the LON
Summary Report, along with other assessments, dtb@ushared with the individual’'s team
members in preparation for the planning meetinthdfindividual and family completed the
optional My Health and Safety Screening, this infation should be incorporated in the LON
and individual plan developed by the planning amgpsrt team.

For more detailed instructions for the completiéthe LON, refer to th€onnecticut Level of
Need Assessment and Screening Tool Malagated on the “J” drive under the LON folder.
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Gather a Good Understanding of the Individual Table of Contents

During the planning meeting, the individual and tiser planning and support team complete
the personal profile or assess the person’s culiferdituation and future vision. The team
should complete an analysis of the person’s pret&a® desired outcomes, and support needs.
They also should analyze the information profilergonal profile, future vision, current
assessments, reports, and evaluations, includengdiel of Need Assessment and Screening
Tool (LON) and the LON Summary Report, to identifigat is important to include in the plan
and to identify any additional assessments neelfeglsections of the plan completed and
reviewed during this stage of plan developmentidelthe:

= Information Profile

= Personal Profile

= Future Vision

= Review of Level of Need Assessment and Screenird To
= Review of the LON Summary Report

= Review of Assessments

Complete the Information Profile
The section of the plan completed during this stafigdan development includes the:

Information Profile, IP.1

The Information Profile, IP.1, is a form to updated document basic demographic information
about the individual. Much of this information ca@ updated prior to the meeting. It should
only take a few minutes for the team to provide@aficmation that the information contained in
the Information Profile is accurate and completiteAthe meeting, any updated information
should be entered into the department’s automattdsystem, CAMRIS.

The Contact sections are a place to record updiafi@enation including addresses, phone
numbers and providers. The Primary Language seshionld be completed with the language
spoken or understood by the individual. The Commation Style section is a place to record
the means of communication the individual uses sischerbal, sign language, or gestures. The
Diagnosis section should indicate the ICD9 coddterperson’s diagnosis or genetic disorder.
The list of ICD9 codess included at the end of this guide and in theedanager Table of
Contents on the shared driigiagnoses with ICD9 Codes

The Resource and Benefits Information section efltiiormation Profile should be used to
document financial and entitlement information. Mftthis section, the case manager should
indicate whether a Medicaid Application or Re-detigration has been submitted to maintain
benefits for the individual. For earned income arahthly benefit amounts which change
frequently, the information entered is for thismtan time. Detailed information about financial
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amounts entered into this section does not habe teplicated in the Finances section of the
Personal Profile, IP.2.

The Notifications and Reviews section of the Infation Profile should be completed after the
Individual Planning meeting. This section enablesdase manager to document information
shared with the individual and his or her familygorardian during the meeting including the
choice of service options, choice of support prexsd notification of incidents, Medicaid
hearing rights, human rights, reporting suspeckets@ and neglect, the choice to register to
vote, and the option to pursue a Programmatic Aditnative Review (PAR). For those who
self direct, there is a place to document thatrgadhe meeting the case manager offered the
option to choose an independent support broker HTIRAA and legally liable relative
notifications should be done at the initial visittwthe individual and family and do not have to
be repeated each year. This section also inclugésca to document if the necessary consent
forms have been signed by the individual and familguardian and are on file.

Complete the Personal Profile
The section of the plan completed during this stafigdan development includes the:

Personal Profile, IP.2

The Personal Profile, IP.2 should describe inforomathat members of the planning and support
team and other support providers need to knowderaio assist the individual to achieve what is
important to him or her and to stay healthy ané.sé@he Personal Profile includes information
about the individual’s significant life history; @amplishments and strengths; relationships;
home life; work, day, retirement, or school ; lessand community life; health and wellness; and
finances. Refer to the documeQuestions to Guide Individual Plan Developmeot’further
information to complete this section of the plahislsection is an opportunity to give a snapshot
of the individual and will contain important infoation to know what to and what not to
incorporate into the action plan.

Complete the Future Vision
The section of the plan completed during this stafgdan development includes the:

Future Vision, IP.3

Within the Future Vision section of the Individwlan, IP.3, the individual and his or her
planning and support team should describe his ohdyges and dreams for one to three years
into the future and for the coming year. It isezg&l that each person be encouraged to “dream”
and aim high. The case manager can support therptirat a person’s dreams are not limited or
curtailed by team member’s expectations of what is not “realistic’. The practical, realistic
component of the planning process will occur dutlmgaction step of the planning process. The
future vision portion of the plan is designed tecdiver what is in the heart of the individual and
what she or he hopes to achieve in the future.athien plan identifies the specific step by step
actions that are taken to make these hopes becoeaditg.
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There may be times when an individual is unableeatify his or her dream because limited
experiences have been available to help the péosoe aware of the possibilities of a future
different from the life he or she is experiencitgeesent. In this case, the planning and support
team can ensure the action plan provides the itdaliwith enhanced opportunities to go new
places and try new experiences so that he or shema&e informed choices about how life will
be lived in the future.

For many adults the vision of the future may inelugsired improvements or changes in some
or all of the personal profile areas: health arfdtgarelationships, leisure and community life,
home life, finances, and career outcomes. . Ass&sts and actions plans that may be needed to
assist in the attainment of each identified outcost®uld be included in the plan.

Review Recent Assessments, Screenings, Evaluatidrigeports
The section of the plan completed during this stégdan development includes the:

Assessments, Screenings, Evaluations, and Repoit3.4

The individual and his or her planning and suppeaitn should review all recent assessments,
screenings, evaluations and reports to gatheriadditinformation about the individual that will
inform the planning process.

The assessments section of the Individual Plad, #hould list the current assessments,
screenings, evaluations, and reports that areabtaibr needed by the individual. Any
assessments that are not relevant to the persaoitddb® marked as not applicable. For example,
IP.4 includes three assessments that are requitgdar individuals who live in their own

homes and receive Individualized Home Supports.liEhalso includes age-related assessments
that may be applicable only to individuals who experiencing difficulties related to their
advancing age.

Any assessments or reviews identified as neededl lmugferenced in the Action Plan, IP.5, and
as a rule, should be done within three months. Weweny issue or concern that poses an
immediate risk must be addressed immediately. [Quhe year, providers should document any
new assessments that are needed or were obtairthd six-month Individual Progress Review.

Once the assessments and reviews are completete@mmended supports, guidelines or
procedures identified must be implemented andraffeyenced in the action plan. The action
plan may reference documents such as specificceepl@ns, health care plans, guidelines,
procedures, or protocols that describe the detailggorts to be provided. The planning and
support team is responsible to ensure that recomenesupports and procedures are in place,
required staff training is completed and documered ongoing supervision provided.

Review the LON and the LON Summary Report

As part of the assessment review, the individudlt@a or her planning and support team should
review the Level of Need Assessment and Screenbad) (LON) and the LON Summary Report
to ensure they address all the areas of suppodieddsy the individual.
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The Assessment Summary section of the LON SummeppR will show the results in each
area assessed by the tool. Those areas with highdts, relative to the maximum, are areas in
which the person more likely requires an increasengl of support. Those support needs should
be considered in the development of the IndividRlah.

When areas are identified as having the poterdralisk in the LON Summary Report, they
must be addressed in the person’s Individual Fatential risks may be addressed in a number
of ways in the plan. Addressing the potential nsky include the identification of a needed
assessment or evaluation and associated step actibe plan to obtain that assessment or
evaluation; reference that current supports, ginds| or a protocol are in place to address the
need; specific notation of the team’s review inpleesonal profile of the plan, or
recommendations if any for additional supportantra, or sharing of information. The
strategies listed on the LON Summary Report arem@t ways identified risk areas may be
addressed. The case manager and planning and stggoararenot required to complete the
check boxes on this form, but should use it ageaerace in developing the plan. The case
manager should file the LON Summary Report, aloig tihe LON, in the clinical section of the
Master File or Individual Record.

The Risk Summary section of the LON Summary Regoes not include every area in which a
person may need support to minimize risk. The Bigsknmary only identifies common potential
risk areas, so should not be considered all encesimg The team must still refer to the
completed LON Assessment for specific detail altbetperson’s unique needs.
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Develop an Action Plan to Achieve Desired Outcomes rabie of contents

Action Plan Components

Once the team has gathered a good understandthg ofdividual’s current life situation and
future vision, they should begin to identify theian plan for the coming year. The action plan
should include desired outcomes, needs or curtatiss the actions and steps that will be taken,
the person’s responsible person(s), and timefraWvdde developing the action plan, the team
should keep the individual’s choices and prefersmcehe forefront. The case manager should
ensure the individual and his or her family or glian have information to make informed
decisions regarding the degree to which the ind&idnay wish to self-direct services and
supports. Individuals may self-direct their sugp@nd services, may choose an agency with
choice to hire the staff they prefer, may seledtdwe services delivered by qualified vendors, or
a combination of options.

The action plan should include:

The areas that are important to the persongsssuneeds addressed),

What the person wants to accomplish (desirecoogs),

How the person will accomplish what they wanathieve including all the steps to get

to their outcome (action and steps),

4. Who is going to assist the person or if they kgl working on the step independently
(responsible person(s)),

5. Timeframes that everyone agrees to work to aptismthe action steps developed (by

when).

wnN e

Identify Themes and Outcomes

To identify what the person wants to accomplistsifgel outcomes) the members of the

planning and support team should work togethedéatify ideas or themes that surfaced during
a review of the information collected and sharedualthe individual. The themes may be
recurring ideas about required support needs antakants and desires on the part of the person.
Themes should be identified by reviewing the peaspnofile, discussing the person’s
preferences and choices, reviewing the future miaiod short term desired accomplishments,
and sharing the various assessments and progiessse

Develop Action Steps

The section of the plan completed during this stafgdan development includes the:
Action Plan, IP.5
Once themes are identified, the action plan shbaldeveloped. The rest of the action plan will

include information about specific actions that trhestaken to help the individual attain
identified outcomes that have been culled fromlainger themes. The action plan becomes the
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guide to support the individual in reaching the#sled outcomes and provides the planning and
support team members with a plan to measure progpesrds assisting the person to
accomplish his or her life goals. The Action Plathie guide for the year so it is important to be
specific, especially in the Action and Steps sectio

The Action Plan, IP.5, should identify the desicedicome and the needs that will be addressed
by the actions and steps. The “issues or needessilt” section describes the current status of
the area(s) the person wants to improve or chamgehy it is important to work towards the
desired outcome. The desired outcome section tesctihe outcome the person hopes to
accomplish as a result of the actions and suppodsservices to be provided.

The Action and Steps section should be specificraedsurable and should indicate all actions
to be taken to address the need or should refeeeteaching strategy, specific service plan,
guideline, procedure, protocol, health care plamavior plan, or other document that contains
the step by step actions to take. As a guideing,need the individual has which warrants a
program, protocol, procedure, specific plan orfgiafdelines should be included in the Action
Plan. Action steps to be taken by the individimrlgd be included in the action plan. This will
reflect the person’s involvement in planned adegitand may support the development of self-
determination skills and assist the person to assgm@ater control and authority in his or her
life.

The action plan should include all supports neddextidress the person’s needs including
HCBS waiver services, DDS state funded supportslidsed state plan services (ex. home
health care), and generic (ex. a school prograath@ar agency supports) or informal supports.
The need for a waiver service that addresses gpedifcomes included in the Action Plan must
be clearly identified and supported by the IndiabBlan. The Action Plan should include the
needs that will be addressed by the supports ts®pevill receive through planned waiver
services.

In the “By When” section of the Action Plan, deberithe timeframe by which the activity will
be completed or the frequency of the supportsekample some action steps will be completed
by a certain date and others will be provided dailgekly, monthly, or quarterly.

When an individual plan identifies the use of bebamnodifying medication or aversive
programming including restraints, PRC (Programmiggiew Committee) and/or HRC (Human
Rights Committee) policies and procedures musbbewed, unless there is a valid waiver from
such review in accordance with applicable polieied procedures. Documentation of consent
for psychotropic medication and/or restraint/awargirocedure must be renewed annually.

When a PRC exemption is in platke individual's case manager should review the gxtem
annually, or sooner if indicated by changes initigividual’'s health or cognitive status. The

case manager should document whether the exengttitrs remains appropriate during the
individual's annual planning meeting. If exemptstatus remains appropriate, the case manager
should document and date such on the original ekapyroval form. If exemption status does
not remain appropriate, the case manager shouily ttie PRC Liaison and the PRC Exemption
Committee chairperson in writing.
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Summarize the Plan of Supports and Services Table of Contents

The section of the plan completed during this stafigdan development includes the:
Summary of Supports and Services, IP.6

Once the individual and team have completed theraplan, they should identify the type of
services and supports that will address and impiethe action plan. The Summary of Supports
and Services form, IP.6, should be completed tma@nt services the individual will receive,
though may be substituted with the automated I&.@tividuals with individual budgets.
Individuals should be offered choices of qualifdviders and be fully informed of their right

to freely select among qualified providers. Theecasmnager or support broker should ensure
that the individual and his or her family or guardhave sufficient information available to
make informed selections of support providers. @aaragers should provide the DDS guide,
“Making Good Choices About Your DDS Supports and/iSeg’ with individuals and families

to share information about self-directing, agenay whoice, and qualified provider options.
When individuals request supports and services figancies, case managers should refer them
to the directory of qualified providers within tha&gion. The directory is located in the case
manager Table of Contents and on the Intranet uQdatified Providers Individuals interested

in hiring their own staff should be referred to RRewarding Work website:
http://www.rewardingwork.org/

Case managers or support brokers may accompandudis to interviews, tours, and initial
visits with providers. Case managers may alsotassividuals and their families or legal
representatives to evaluate several different aptand providers to ensure the best selection. If
the person has chosen an independent support btbkendependent support broker may assist
the person with this step in the process.

Once the individual has selected providers, ther8am of Supports and Services, IP.6, should
identify specific agencies and/or individuals whitl provide supports or services. This section
should include DDS funded supports (waiver servares state funded), Medicaid state plan
services, generic resources, and natural suppavided to address the needs identified in the
action plan. The information documented in the @aauld include the agency or individual
who will provide support, the type of service oppart, and the amount of service or support.
Individual plans that include waiver services sklogpecify which waiver service(s) are to be
provided (ex. Personal Support, Individualized Hddupport, Supported Employment -
Individual, Health Care Coordination, Respite, @ah Behavioral Support Services).

For Waiver services which are inclusive, such asidemtial Habilitation (CLA), IP.6 does not
have to list on separate lines each support induwd#in that Waiver service, such as
Occupational Therapy or Nursing Services. If trartevants to note services specific to the
person that are part of a comprehensive serviesetinclusive supports may be shown in
parentheses following the Waiver service. For eXanfpesidential Habilitation — CLA
(includes occupational therapy and nursing supportshown in the comment section of the
automated IP.6.
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The Summary of Supports and Services should atdoda the type and frequency of contact the
case manager will have with the person. For indizig who self-direct, the Summary of
Supports and Services does not have to includefepeasts associated with hiring staff such as
workers compensation or background checks.

If a provider of a particular support or service mat been identified at the time of the meeting,
the plan may indicate that a provider will be setdcand will be identified in the person’s
individual budget document. In these situationstéaen should indicate the type of provider to
furnish the service and describe the activitiesujpport that selection. Once a selection is made
the case manager should ensure the informatiotasporated into the final Individual Plan.
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Identify Additional Supports Needed to Assist the mdividual

Identify Additional and Specific Provider Qualifieans and Training
The section of the plan completed during this stafigdan development includes the:

Provider Qualifications and Training Form, IP.7

The Provider Qualifications and Training Form, Ikhidst be completed for all individuals who
receive HCBS waiver services in the ComprehengingelBS WaiversThe requirement to
complete this form is applicable to individuals wiegeive services through a qualified provider
and individuals who direct their own services angpsrts.

Each waiver service identifies a setstdndard qualificationshat the employee(s) must meet
prior to employment or prior to working alone/orthwn 30 days of working with an individual
for whom the service is being provided. To compthte section of the plan, it is necessary for
the planning and support team to identify aagitional and specific qualification&xpertise,
competence, and or training) required for the eyge(s) to effectively support the individual to
achieve the personal outcomdsntified in his or her plan and toaintain a healthy and safe
lifestyle.For example, an individual may require a spedigt/iod consistency and a specific
plan or protocol to safely chew or swallow his er Food. The planning team would need to
specify that employees who provide support to tigkvidual have training in Dysphagia and
training on the individualized diet/food consistgmtan or protocol. This requirement would
also apply in situations where individuals recdiealth, behavioral, supervision, age related
support, personal care or other supports and ssrvimat require employees to have specialized
expertise, competence or training.

The Provider Qualifications and Training Form, |[Rs7used to document tlaglditional and
specific qualifications or traininghat an employee must have to support the indalitu

achieve the specific outcomes and strategies edltlior that waiver service. It may be necessary
to add or remove qualifications and training regunents from IP.7 if the person’s situation
changes or waiver services in the plan are modified

Under the section of the IP.7 form labeled, “HCBS&iVér Services To Be Providedhe team
should identify and check all of the waiver sersitiee person will receive. Next, the team
should review the standard qualifications and tngimequired for each of the waiver services to
be provided. Please refer to the DDS HCBS Waivegrsr&tions Manual where each service
definition includes the minimum training requireneefor that service. Based on the person’s
individual needs and preferences, the planning teast identify and document the following
information for each waiver service.

O No additional qualifications are required. In checking this box, the team is stating that
no special expertise, competence, and or traingygtd the minimum standard
requirements are needed to effectively supporirttieidual toachievepersonal
outcomes and maintain &ealthy and safe lifestyle.
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O Yes, the following additional qualifications are reuired. In checking this box, the
team is stating that special expertise, competerapr training is required to
effectively support the individual tachievepersonal outcomes and maintain aealthy
and safe lifestyle. The team should list the specific qualifications and training needed.
For each specific qualification or training ideigd, the team should indicate the
timeframe in which the qualification(s) must be pegther prior to working alone with
the person or within 30 days of starting work.

The case manager or broker must ensure individwajsalified providers who provide waiver
services to the person are notified of the additi@md specific requirements listed on IP.7.
Qualified providers must ensure that all employ@esiding services to the individual meet the
standard requirements as well as the additionakpgrdific qualifications and training listed on
IP.7. Qualified providers must maintain individeahployee records that verify the
gualifications and training requirements are metidelic audits of vendor documentation
associated with IP.7 will be conducted.

Individuals who hire their own employees must assure that the staff hired are qualified and
have the necessary training to complete theirjbie. Fiscal Intermediary (FI) will assist the
individual or his or her family to ensure thatradiw employees meet the standard waiver
gualifications and training requirements. The HI emsure that each new employee fills out a
standard employment application, Criminal HistoacBground Check, DDS Registry Check,
and DSS Provider Agreement. The FI will completkigers license check for employees who
will be transporting a consumer as part of thetredu The FI will also provide employers with a
packet of training materials for the following stiand requirements: Abuse and Neglect, Human
Rights, Incident Reporting requirements, Approved Brohibited Physical Management
Techniques, HIPAA notice of privacy practices footected health information, Individual
Planning, Fire and Other Emergencies, and Falsen€lact Policy. The FI will provide a copy
of the Provider Qualifications and Training Verdton Record.

The case manager or support broker may providenrgton on training resources available to
meet the additional and specific training identlfia IP.7 which may include the College for
Direct Support (CDS). The employer and case managgupport broker are responsible for
documenting that the qualifications and traininguieements are met on tReovider

Qualifications and Training Verification Recardach employee is responsible for acquiring the
necessary qualifications and training and signimegverification record. The employer also signs
the form to verify the employee has acquired theeasary qualifications and training. The
employer is responsible for returning the signedfieation form to the Fprior to the start of
employment for each employee. Periodic audits atidentation associated with IP.7 and the
Provider Qualifications and Training Verificatiore€ord will be conducted.

The Provider Qualifications and Training VerificatiRecord and training materials are
available on the Case Managers Table of Contentseoshared drive.

Develop A Plan for Emergency Back Up Supports
The section of the plan completed during this stafigdan development includes the:
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Emergency Back Up Support Plan, IP.8

The Emergency Back Up Support Plan, IP.8, musobepteted for all individuals who receive
HCBS waiver services in the Comprehensive and IE8/@vsif the individual is receiving

waiver services in their own or family home or atkettings where staff might not be
continuously available. The individual plan mustlide a backup plan to address contingencies
such as emergencies, including the failure of apleyee to appear when scheduled to provide
necessary services when the absence of the s@réisents a risk to the individuals health and
welfare. The planning team must describe the sipgmibtocols to follow in the event that these
needed supports and services are not available.

For individuals who hire their own employees, tlaekup plan may include a list of staff,
family, friends, and neighbors who have agreed¢wide backup support, their contact
information, and their availability. Qualified prolers and Agency with Choice providers are
responsible for providing back up support for teeves they are provided.

Identify Additional Supports Needed to Assist tltevidual to Make Choices and
Participate in Planning

The section of the plan completed during this stafgdan development includes the:

Summary of Representation, Participation & Plan Montoring, IP.9

The Summary of Representation, Participation & Rlemitoring, IP.9, summarizes four areas:
the person's understanding and capacity to makertamt decisions/choices, accept assistance
from others, and possible need for guardian/adedegial or personal representative; the team’s
efforts to involve the person in planning, the pers actual participation in the planning
process, and planned efforts to enhance the perfgre participation in planning; the team’s
efforts to involve the person’s family, guardiadyacate, or legal or personal representative in
the planning process; and the team’s ptarensure that the Individual Plan will be implertesh
and that progress is made toward achieving desinezbmes.

This is an important part of the plan, as the imfation in this section can be used by the team to
determine if the individual's participation in tpé&nning process has been enhanced over time.
The case manager should ensure that actions dwelénia the action plan to increase the

individual’s participation in the planning procegghis concern has been identified by the team.

At this point in the planning meeting the individlaad his or her planning and support team
should discuss any additional supports the indadidioay require to make good choices,
important decisions. The team may want to consadgys that greater involvement in self
advocacy may be of benefit to the person and thayreview whether the individual would like
or could benefit from the assistance of a self adt® Individual Plan (IP) Buddy, guardian,
advocate, or legal or personal representative.ifidieidual and team should also discuss ways
the person and his or her guardian, advocategat t& personal representative were involved in
the planning process and ways that involvementdcbalimproved if needed.

DDS- State of Connecticut Page 24 February 2009



A Guide to Individual Planning

Identify How Progress on an Individual’'s Plan \\B& Monitored
The section of the plan completed during this stfgd#an development is:

Summary of Representation, Participation & Plan Mortoring, IP.9

During the planning meeting, the individual and drider planning and support team should
discuss plans to monitor progress and to evalubhether the supports are helping the person to
reach desired outcomes. The team shall reviearadls of the individual plan when there are
any changes in the individual’s life situation, atdeast annually, or more frequently as
required by state or federal regulations.
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Address Medicaid and HCBS Waiver Eligibility Table of Contents

Maintaining Medicaid Eligibility

The individual and his or her family or legal repeatative should maintain Medicaid eligibility
and submit required documents to the Departme8bofal Services (DSS), which is the state
Medicaid agency. During the planning meeting, theecmanager should discuss the status of
person’s Medicaid eligibility and plans to maintaiigibility. The case manager is responsible
for verifying a person’s continuing eligibility favledicaid. During the Case Manager Quality
Service Review, the case manager will review docus® ensure the individual and his or her
family or legal representative have submitted resflinformation and may ask to view the
person’s Medicaid card. Medicaid information isodiscated in eCAMRIS on theClient
Medicaid Operationsscreens.

HCBS Re-Determination

The section of the plan completed during this ste#gdan development is:
HCBS Re-Determination, IP.10

On an annual basis, during the Individual Planiraress, the case manager and the planning
and support team complete an HCBS Level of Carddtermination for continued waiver
eligibility. This form should be maintained withetiindividual Plan form in the master
file/individual record and at the provider servioeation(s). The Level of Care Re-determination
must be completed no more than 365 days from the puevi@vel of Care determination.

The HCBS Re-determination form indicates whethereghs a reasonable indication that the
person, but for the provision of waiver servicesidaneed services in an ICF/MR. For
individuals initially applying for enroliment in ldCBS Waiver, the case manager is responsible
to ensure the HCBS waiver application has been tetagpduring the Individual Planning
process and the Level of Care Determination foror(F219) has been included in the
Individual Plan and Budget package submitted fohazation.

In situations where the individual planning meetisgpostponed and cannot be held within 365
days of the previous plan, the case manager shevidw the plan to determine whether it
remains current and appropriate. If so, the caseagex should note on the top of Information
Profile, IP.1 that the plan remains current, arghsand date the notation. The case manager
should also prepare a new IP.10, HCBS Waiver Rerdwhation and should update the plan
date in eCAMRIS. Copies of the IP.1 with the cassmager’s notation and the new IP.10 should
be shared with the Planning and Support Team memfbee case manager should also write a
case note in the master file indicating the revigthe plan and that it remains current. The case
manager should schedule a team meeting to updatendhividual plan no later than 60 days
beyond the end of a full year since the last pladate. When the full plan is updated, the case
manager should also update eCAMRIS with the datheohew plan and ensure a new IP.10 is
completed. If the case manager review indicatepldue is no longer current or appropriate, the
case manager should convene the team as soonsisi@ds update the plan.
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Completing the Aquatic Activity Screening

ThePlanning and Support Team shall comptbi Aquatic Activity Screening formAgQuatic
Activity Screening forn, as an addendum to the plan annually at the dihtiee Individual Plan
meeting. The Aquatic Activity Screening is alsd®completed at the time of the Individual
Plan — Short Form for those individuals who do mmte comprehensive plans. The purpose of
the Aquatic Activity Screening form is to have a@te information about an individual’s
abilities and safety needs around water activiiRefer to theAquatic Activity Code Guidelines
for guidance on completing the Aquatic Activity 8ening.

The information on the Aquatic Activity Screenipgomotes team member awareness of an
individual's supervision needs during aquatic atas, including activities proximal to water.
The completed\quatic Activity Screening fornshall be distributed to all team members along
with the plan and filed as an addendum to the pldhe Master File. All staff whom provide
supports to the individual sha#fer to the individual’s Aquatic Activity Screemjribefore
participation in activities that are in or proximtalwater.
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Document the Plan and Obtain Agreements and Approva

Document the Plan

Once the plan is completed and the individual dadrpng and support team agrees with the
plan, the case manager should transcribe and datuheeplan on the Individual Plan forms. In
private Community Living Arrangements (CLAs) theupimay be transcribed by other team
members. The Individual Plan should be documeniddmiwo weeks of the planning meeting
and shared with other team members within a mohtheomeeting. The case manager should
review the documented plan for accuracy and shétethe individual and his or her family or
guardian.

Thelndividual Plan Formare available on the DDS Intranet and on the ComfddDrive
under the “Case Managers” folder, within the “Tat€ontents”:

When completing the Individual Plan forms infornoatithat reflects the person’s point of view
and preferences may be put in quotation marks laodld use pronouns like “I” or “me”. When
the information represents the perspective of taemng and support team, that information
should be written in the third person tense andpuseouns such as “he” or “she”.

Obtain Agreement with the Individual Plan

The Signature Sheet, IP.11, includes the namek wha attended the meeting or received a
copy of the plan for review. At the team planningeting, those who participated in the

planning should sign the Individual Plan Signatiheet, IP.11 and check that they were present
at the meeting. The plan should be distributedh¢ondividual, parent, guardian or advocate and
other team members within 30 days of the plan mgetirhe individual, parent, guardian or
advocate, should contact the case manager witliwi@eks of receipt of the written plan if they
do not agree with the plan as written.

Submit the Individual Plan for Approval and Autleation

When the Individual Plan is completed, the caseaganshould ensure the IP.6 information is
entered into the automated IP.6 database, as neBdedutomated IP.6 database should include
the type and amount of DDS HCBS waiver and statddd services to be purchased based on
the identified needs and desired outcomes in twitiual Plan. The automated IP.6 should
also include the provider, the type of support,itbars of support to be provided.

New individual plans that are within the amounbedited by the regional Planning and Resource
Allocation Team (PRAT) should be forwarded by thse manager to the case management
supervisor. The supervisor will review the plan amelautomated IP.6 database, if applicable.
Plans may be considered approved by the deparionertthey are reviewed and approved by
the case management supervisor. Services may gint, @wever, until the individual budget
authorization process is completed by Resource §EmantThe resource administrator or
designee will change the status in the automatédd&abase to authorized after verification
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that the IP.6 guidelines have been met. This ireduckrification that the current and annual
costs are within the PRAT authorized allocationc®approved, the Resource Manager
authorizes the release of funds to the fiscal méshary or to the contractor.

Renewed individual plans that do not include a gean services and are within the amount
allocated by the regional Planning and Resourcecation Team (PRAT) may be considered
approved by the department once they are reviewedipdated by the team.

An Individual Plan with service levels or amourttattexceed an allocated budget limit from
PRAT or previously authorized overall Individual Byet is not considered approved by the
department. If this is an initial plan for servicas supports and services of any kind may be
initiated until the plan and individual budget heeen authorized by the department. When the
Individual Plan developed by the person and hisesrteam exceeds the allocated budget limit
from PRAT or previously authorized Individual Budgine case manager should follow
procedures to submit a request for additional nessuto PRAT.

To request additional resources for a new IndiviidRlan, the case manager should submit a
Request for Services along with the LON Summarydregnd the proposed Individual Plan to
the case management supervisor. The Request fac&eshould detail the amount of services
requested, the reasons for the requested senidasdicate if supports are self-directed. The
case manager supervisor will review the requestnsary report and proposed new plan and
will submit the LON Summary Report and the Reqé@sServices to the PRAT. The PRAT
will review increased service requests based omtiiitked needs and may request additional
information to assist with the decision.

Once PRAT notifies the case manager that resotiaes been assigned to the person, the case
manager should submit the Individual Plan, theslesioutcome on page 3 of the Request for
Services, and the HCBS Waiver application (formsI19, DDS 222, DDS 225, and DSS W-
1518), and the automated IP.6, or plan form P16 Wwudget information included, to the case
management supervisor. The supervisor shouldwetvie information and if appropriate,
approve the plan. The supervisor should removénithigidual Plan and forward the remaining
packet to the waiver liaison and notify resourcanaggement that the budget is in the IP.6
database. After review, the resource manager améfsothe budget and vendor service
authorization, if needed. New services may noniteated until this authorization occurs.

When a person who is enrolled in or seeking enmlinin a DDS HCBS waiver has a request to
exceed the allocated budget limit denied by PRA&rather department utilization review
committee in whole or part, the case manager wilhbtified of the decision outcome on page 3
of the Request for Services. If the department do¢spprove an initial request for supports and
services as described in the plan, the case mashgald notify the person of the decision and
determine if the person wishes to accept the detend reconvene a meeting with the case
manager and other team members to revise the thailplan. If so, the team should develop a
plan which first addresses all of the individuddasic health, safety, and supervision needs
within the allocated budget amount and/or throutfieiogeneric or natural support networks.
Then the team may plan and arrange for any additgupports and services the person requests.

If the person wishes to discuss the decision inendletail and request an alternative plan, the
case manager shall convene a meeting with the pers designated DDS manager for such a
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meeting. This may be considered mediation, and dotaffect any rights to a Medicaid Fair
Hearing. The person may instead request immedatew by the DDS Central Office Waiver
Unit. In this case, the DDS Waiver Unit will notifige person of the final decision and provide
associated Fair Hearing Rights if applicable.
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The individual’s plan describes his or her serviceghe coming year. Every effort should be
made to arrange for needed supports and to impletimeplan as soon as possible after the
meeting. Supports and services should be implerdewithin 60 days of plan development, or
within 30 days in licensed settings, and shoulgioeided as described in the Individual Plan.
Only approved supports and services identifiedenlhdividual Plan may be purchased with
DDS funding. If supports and services cannot benptty implemented, the case manager,
individual and planning and support team shouldsmer the need to revise the Individual Plan
to meet the person’s needs.

The case manager has overall responsibility fouemg that Waiver services are coordinated
with other services, resources, and supports dlaita the person, including state plan, generic,
and informal services and supports. Case manaberdd assist individuals to coordinate the
services identified in the individual plan and paiscooperative communication among support
providers.

The Individual Plan is the individual’s plan anddreshe should be included in all aspects of
implementation of the plan. Moving towards a paisalesired outcomes will be accomplished
with everybody on the team working together and rmomicating their progress.

The individual and his or her planning and suppeain, including his or her family or legal
representative and support providers, also haes ialassuring that services are delivered as
described in the plan to meet the person’s nedusiridividual and the planning and support
team members should inform the case manager offzaryges in the person’s life situation or
needs which require the planning and support teemlmers to meet and modify the plan. The
individual and team members should provide acaekscations and information that will enable
the case manager to monitor supports and services.
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Monitor and Review the Individual Plan as Needed rabie of contents

Monitoring Plan Implementation

The case manager has responsibility to ensure e@@roaiver services are delivered according
to the Individual Plan, and to routinely review andnitor all aspects of service delivery. Case
managers should engage in activities to evaluattiveln supports and services are meeting the
desired outcomes for the individual and should waeitk the individual and his or her family or
legal representative to make adaptations to pladsarvice arrangements as needed.

The case manager should monitor progress on plals ga an ongoing basis through contacts,
site visits, review of individual progress reviewsyiew of provider documentation, and Quality
Service Reviews (QSRs).Though ongoing monitoring) rview the case manager is able to:

» Determine that needed supports and services imtinddual Plan have been provided

* Review implementation of strategies, guidelinesl action plans to ensure specific
needs, preferences and desired outcomes are lzEingsaed.

* Review the individual’'s progress and accomplishment

* Review the individual’s satisfaction with suppaoatsd with service providers

* ldentify any changes in the individual’'s needsfemences and desired outcomes

» Identify the need to change the amount or typeupperts and services

« ldentify the need to revise and update the indiaiduplan of services.

Case managers should have contact with individuals frequency based on the services the
individual receives. For specific minimum requirgrtsefor case management contact, case
managers should refer to tB@ase Manager Tasks chartthe Frequency of Case Management
Contact Procedure as references.

On an ongoing basis, service providers should veaied document progress on the specific
personal outcomes and actions for which they agomsible. Providers of residential and day
services are required to submit a written six mantlividual Progress Review to the case
manager and other team members prior to the aptaraland six months thereafter. At a
minimum, other team members who should receivaithenonth reviews are the individual's
family and the residential or day providers. (itee day provider should submit their review to
the case manager, family, and residential proaaerthe residential provider should submit
their review to the case manager, family, and dayiger).

Case managers should review all service providdividual Progress Reviews, and file them in
the Individual Plarsection of the Master File. Case managers andosuppkers should also
review regular reports from Fiscal Intermediarieks) as applicable. Case managers should
document all their activities related to developtmeronitoring or review of the plan in the case
management running notes. At a minimum, case mamagerunning notes should include the
date, location, and a description of the Case Mamant services provided and should be signed
and dated.

Case manager monitoring and review of supportssandces includes implementation of Case
Manager Quality Service Reviews (QSR). The caseagrmnshould visit the individual at
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locations where the Waiver supports and servicep@avided to conduct the Case Manager
Quality Service Reviews. The Quality Service Rexdemclude an interview with the individual,
observation of support providers, and a reviewrof/gler documentation. Case managers should
document their quality reviews and ensure the dagatered into the QSR data system.

When a case manager identifies or is notified @imandividual may be in need of additional
support, is at risk, or may be entering a cri¢is,dase manager shall take steps to notify
appropriate parties, convene the planning and stipgeom to make needed support changes,
make referrals to the region’s Planning and Re®Atflocation Team (PRAT), implement
appropriate practices or procedures, or managerisis as appropriate to respond to the
situation. If the issue is related to the indivitsigarogram or plan the case manager should bring
the issue to the planning and support team andsclagdule a meeting to update the plan.

Team members should inform case managers at aeyatinndividual’s life circumstances or
needs change resulting in a need to convene theipand support team to change the plan of
services. The case manager may convene a teannmatetny time to update the plan. The
team shall be convened when:

* The individual, family or guardian requests a magtfor example to plan a different

outcome, new service, or different provider

* The person’s needs change resulting in an incr@adecrease in services

» One or more new service is added or discontinued

» There is a change in a service provider.

Periodic Review of the Plan — IP.12
The section of the plan completed during this stagle

Periodic Review of the Plan — IP.12

The periodic review form, Periodic Review of tha|IP.12, should be used to document
reviews of the plan for individuals who live in Comnity Training Homes and may be used in
other settings where more frequent reviews of tha pre required by state or federal
regulations. The form is not required for otherweaiservices.

The following areas should be included in the pideeview of the plan:

* Overview of the person’s current life situation
* |dentification and documentation of any changesgpess, and accomplishments

» Determination that supports and services authoiizéige Individual Plan have been
provided

* Review of the individual’s satisfaction with supfgand providers
» Review of the individual’s current needs, prefeemand desired outcomes

» Review and/or development of strategies and agtians to ensure specific needs;
preferences and desired outcomes are being addresse
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« Identification of any needed changes in supportssamvices
* |dentification of the frequency of future individyaan reviews.

The Review Summary section of the Periodic Reviennfshould indicate whether there are any
changes, issues, or updates in each area of thelplae plan needs to be modified, include the
rational for the change in the Plan Modificatiorst®n. The team should review progress on the
Action Plan in the Summary of Progress sectiormefReriodic Review form. Team members
should include a review of all action plans anghbstand describe progress and/or modifications.
If the Action Plan requires a change, the team lshiosert the changes, new actions and steps,
responsible persons and timeframes. The SignaheetSIP.11, should be attached to the
Periodic Review of the Plan to indicate attendaatdde meeting and agreement with the review.

Monitoring Plans for Individuals Who Self-Direct

Support providers who are hired directly by thesparor family to provide support should
document progress on specific personal outcomeg@algd for which they are responsible. The
support broker or case manager should review dogtatien of progress on goals to assess if
desired outcomes are being addressed by self-eitacipport staff.

For individuals who are hiring their own staff, tt@se manager should review the fiscal
intermediary reports that indicate the supports hlaae been provided and billed as a method to
monitor the actual delivery of services and suppast prescribed in the Individual Plan. Line
items that are being overspent or under spent dimiteviewed and corresponding adjustments
or amendments made to the budget, as needed.

Changes to the Individual Plan

The Individual Planning process is an ongoing psedhat should change as the needs and
circumstances of the individual change. The indigidbr his or her legal representative may
request a meeting to revise the Individual Plaangttime. The individual plan, (or most recent
Periodic Review form, IP.12 for individuals in Coranity Training Homes or other settings as
required), should accurately reflect the individsigurrent life situation and specific supports

and services. The individual plan should be updatetirevised within 90 days when an
individual receives new residential or day suppartd services or experiences a major change in
one or both of these services. Individuals who livecensed settings must have their plans
updated within 45 days of a change in services,raligdiduals in ICF/MR settings must have

their individual plans updated within 30 days afrenge.

The Individual Plan must be revised prior to thiéation of any new services or significant
changes to services. If the planning and supparhteecommends changes to types of supports
and services or providers within the authorizeaviaidial budget, the plan should be revised to
show the changes in services including, at a mimiarevised Action Plan, IP.5, and a revised
Summary of Supports and Services, IP.6 and a Sign&heet, IP.11. The Central Office
Waiver Unit should be informed that a revised awited IP.6 is in the database. For those on
contracts or who do not otherwise have an autom&égd an IP.6 plan form with funding
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information included, should be sent to the Cerflice Waiver Unit. (The IP.6 replaces Form
223). Other sections of the plan may updated,efied. The revised plan should be shared with
all team members.

For individuals enrolled in a DDS HCBS waiver, agobe in services may occur prior to an
update to the Individual Plan when it is a chamgthé amount or duration of an already
approved service type. If the change constitutesvawaiver service not previously authorized
in the Individual Plan, the new service may notrbated until the plan has been updated and
approved. In cases where a new service must ti&t@a prior to the Individual Plan
modification due to an urgent need for the sercltange, the waiver service may not be
submitted for waiver billing and payment until tmelividual Plan has been modified and
approved.

If the changes do not result in an increase iragroved Individual Budget, the team may
authorize changes up to $5000 for the year witRisting waiver services. Adjustments are
allowed once a quarter. The case manager shoukkerthe Individual Budget in the IP.6
database and forward the information to the Fistarmediary and the resource administrator.
The resource administrator will issue a reviseddeerauthorization, when appropriate.

When the change in services results in a budgastadgnt of over $5,000, the case manager
should make service changes in the IP.6 databakether parts of the IP as required. The case
manager supervisor may authorize the adjustmenirdémoh the fiscal intermediary and the
resource administration unit. The case managenugetrgisor should forward a copy of the plan
form IP.6 with budget information included to ther@al Office Waiver Unit or notify them of

an update in the automated IP.6 database. Theroesmanager should be notified that a new
IP.6 has been entered into the automated IP.6 aksgdbr review. The resource administration
unit will issue a new or revised vendor authorimatiwhen applicable. The case manager should
ensure eCAMRIS is updated by the end of the m@utprding to regional protocol. Case
managers should refer to the individual budgetwahguidelines for specific directions.

If a requested change in services will exceed tiaudlimit in the approved service level or
Individual Budget, the case manager must submgguBst for Services to the PRAT along with
the current Summary of Supports and Services, #Pn@w LON Summary Report if there are
changes in the person’s needs, a Priority ChecHKligpplicable, and a description of the change
in the person’s circumstances. The Request fori@should detail the amount of services
requested, the reasons for the requested senidasdicate if supports are self-directed. The
PRAT will review increased service requests basemlentified needs. Once PRAT notifies the
case manager that resources have been assigiedgerson, the case manager should contact
the person and his or her family within 5 daysnitiate the planning process and should
complete a new Individual Plan within 30 to 60 daysiew Individual Budget should also be
developed within 30 to 60 days based on the new. pla

The case manager should submit the revised Individian, a revised automated IP.6, the
outcome decision, page 3 of the Request for Sesvared the HCBS Waiver application to the
case management supervisor. The supervisor shexiklwr the information and if appropriate,
approve the plan. The supervisor should removénitigidual Plan and forward the packet to
the waiver liaison. The resource manager shouldobiéied that a revised Individual Budget has
been entered for review in the automated IP.6 dawbAfter review, the resource manager may
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authorize the budget and vendor service authoozati needed. New services may not be
initiated until this authorization occurs.

If additional services are thought to be needdtieatime of the annual plan, a new Individual
Plan should be developed that represents currentsdevels, describes the change in the
person’s circumstances, and includes steps wikl@rattion plan to request increased supports
through PRAT. If PRAT approves the request, thentehould update the plan to show the
approved increase in services. At a minimum, traatgd plan should reflect the new action
steps associated with the need for the new oriadditservices and include the revised IP.6 and
a new Signature Sheet, IP.11. If PRAT denies thaest there may still be a need to revise the
plan if there is a need to reorganize the serviceyadevelop new action steps to seek supports
in a different manner, or otherwise update the .plan

If the PRAT responds to a Request for Servicesdicating increased funding will be assigned
within 12 months, the Individual Plan that descsilbarrent service levels remains in place until
resources are assigned. If the PRAT denies theestdor additional resources, the current
Individual Plan remains in place. In these situaidhe case manager will inform the individual
and family of the decision and they may requeseating with the designated regional manager
to discuss alternative supports or options. Basetthose discussions, additional information
may be provided to PRAT sufficient to alter theidem. If the individual and the family do not
accept partial or delayed funding the case managféies the PRAT. When this occurs or when
PRAT recommends denial of the request PRAT willfpahe DDS Central Office Waiver

Policy unit. If the Waiver Policy unit agrees withe recommendation to deny the request, they
will notify the individual or personal representatiof the DSS Fair Hearing Rights.
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Transition Planning

For individuals who are moving to new residentgttiags, transition planning can help team
members to ensure all the details of the move ddeeased. Th&ransition Planning Checklist

should be completed for individuals moving betweemto DDS-funded or operated residences and
may be used for other individuals who change resiée. For individuals moving between or into
DDS funded, or operated residences, the sendiregmasager should ensure the individual has an
updatedTransition Planincluding a current IP.6 that describes the sewss/to be received as a

result of the move. Regions should ensure thaviddals receive notification of their rights to
request a transfer hearing when a move is plamoad éne public or private DDS supported
residence to another.

When an individual lives with his or her family,nsoving into a DDS-funded or operated residence,
and is enrolling in a DDS waiver, the case managgy complete aindividual Plan - Short Form
(IPT), along with a Summary of Supports and Sessitie.6, for the first 90 days of receipt of new
HCBS Waiver services, 45 days in licensed settiafier which time an Individual Plan must be in
place.

Case managers should follow the Case Transfer @uoee( C 1 PR 001f: Case Transfer
Procedurg when transitions result in a transfer betweesecaanagers. It is best practice, but not
required, that case managers use the TransitiondPla Transition Planning Checklist for
individuals who experience transitions or majorrayes in services or supports other than changes
in residences.
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Where to File the Individual Plan Forms

The Individual Plarsection of the master file or individual recordimtained by the case
manager should include the following sections efphan:

* IP.1 Information Profile

* |IP.2 Personal Profile

* |IP.3 Future Vision

* IP.4 Assessments, Screenings, Evaluations apdrize
* IP.5 Action Plan

 IP.6 Summary of Supports and Services

* IP.7 Provider Qualifications and Training

* |IP.8 Emergency Support Backup Plan

* IP.9 Summary of Representation, Participaticsh Rlan Monitoring
* |P.10, HCBS Re-determination form

e |P.11 Individual Plan Signature Sheet

* [P Addendum: Aquatic Activity Screening

* IP.12 Periodic Review of Plan, as applicable

Individual Progress Reviews, self-directed suppprtgyress summary documentation, and
transition plans should also be filed in this smctvith the Individual Plan.

Forms that should be included in the Assessmemt<tinical Servicesection of the master file
include the:

* Level of Need Assessment and Screening tool (LON)

* LON Summary Report

* My Health and Safety Screening (optional)

» Other clinical assessments and reports completatiédndividual Plan meeting such as
occupational therapy assessments, medical examssngueports, behavioral
assessments, etc.

Documents that should be filed in the Service amap®rt Provider Reportsection of the master
file include service provider’s residential or vioaal evaluations, specific service plans,
teaching strategies, protocols, procedures, orejjuies referred to in the Individual Plan.

Agreements for Self Directed Supports or IndividBatvice Agreements (ISA’s), when
applicable, should be filed with individual budgefiormation.

It should be noted that the appropriate file atiserlocations, at the individual’s home and/or
day program site should contain all of the appliegdban documents identified above, IP.1 —
IP.11 and the IP Addendum: Aquatic Activity Screenias well as the LON and LON Summary
Report and IP.12, if applicable.
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Questions to Guide Plan Development

IP.1 Information Profile
Questions to Prompt Discussion

Contact Information

1. Have there been any changes in addresses actarfbrmation about you, your
guardian, primary responsible person, or otheramirgeople? What is the current
information?

2. Have any of your support providers changed? Whteir contact information?

3. Does my residence and employment/retirementdayher support service providers
know who my DDS case manager is?

Resource & Benefit Information

1. Have you submitted a Medicaid application oretedmination recently?

2. What are the current amounts of your wagesngayichecking, and entitlement income?
3. Have any of your insurance identification nunsbgranged?

4. Do you have a trust fund?

DDS Support Information

1. What are the supports you receive from DDS?
2. Do you self-direct your supports or use a qualifeeavider? Or are your supports paid by
contract?

Notifications & Reviews

1. Has information about your rights been sharegtl wou? For example, your right to a
PAR and your Medicaid Due Process rights?

2. Has your family been notified if there are pléamshange your residence? This applies if
you live in a CLA, CTH, campus and plans are ircpléor you to move to another
residence. Your family has the right to a transkaring if they do not agree with the
move.

3. Did your family receive information about howethwill be notified in the event there is

an incident that occurs while you are being suguiittDoes your family want to be

notified for more than the required incidents? Imaivinstances?

Did you receive information about your rightslabout self advocacy?

Have you received information about how to réepaspected abuse or neglect?

Have you and/or your family been informed of iyptiority status if you are on the

waiting list, if applicable?

7. Have you received information about your chomeservice options to self-direct, use a
gualified provider, or use an agency with choic&?yDu have any questions about this
information? Do you need any additional informa#o

8. Have you received information about your chaccase an independent support broker if
you self-direct?

o gk
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Did you receive information about your choicegaglified provider and support
providers?

10. Did you receive information about your rightrémister to vote?
11. Did you and/or your family receive informatiahout legal liability?
12. Did you and your family receive notification ldfPAA?

13. Has your family or guardian signed consent fowhen needed?
14. Do you know the date of your next PRC revidwpplicable?

IP.2 Personal Profile
Questions to Prompt Discussion

Important Things to Know about You

1.
2.
3.

©oNo A

What is most important to know about you?

How would you describe yourself?

Is there anything about your history or any gigant milestones that you would like
your planning and support team members to know tayjmuf?

What past events have been important to yothalped to make you who you are?
What is most important to you?

What are your preferences and dislikes?

Is there anything you would like to change abyautr life right now?

What is important to you about your heritage atihic background?

Accomplishments, Strengths and Things You Are MosProud Of

ok wNE

What are some things you have achieved?

What are you good at?

What are your strengths and talents?

What do you believe you do well?

What are your favorite things to do?

What have you done, been involved in, or acc@hetl that you are most proud of and
want everyone to know?

Relationships

ok wnE

7.

Who are the most important people in your life?

How do you communicate best with other people?

With whom do you like to spend your time?

How do you meet new people?

Do you have friends you like to talk to and Himgjs with?

Would you like to make or have more friends@el§, what are ways you can meet new
people?

Are there other people you would like to invitebe on your support team?

Home Life

arwnE

Where do you live and with whom do you live?

Are you happy with your home situation and dedytine?

Who decides your daily routine? Are there angngfes you would like to make?
What is most important to you or do you like taisout your home?

Do you have any family traditions or culturagfarences?
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13.
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15.
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What skills do you have at home? Which onesalowant to develop?

What supports do you need to live in your hoine®hat areas do you need help? How
are your support needs being met in your home?

What issues did you identify in your assessmesateenings, or Level of Need tool for
which you need supports in your home? Are you ggtinose supports?

Did you choose the people who help you at home?

Do you feel you're getting the help you neahfryour support staff?

What are your responsibilities at home? Wouwld §ke more responsibility?

Do you have privacy? Can you be alone if yontwa?

Do you open your own mail?

Can you use the phone when you want to?

What do you find most challenging in your home?

Are you concerned about your safety in your @@mcommunity? Would you like to
build in some safeguards?

Do you have transportation to get where youriego?

Employment, Retirement, School or Other

1.
2.

3.
4.
5.
6

7.
8.
9.

10.
11.

12.

13.

Where do spend your day — school, work, retirgretc?

Do you like your job, retirement, school or athetivities that you do during the day?
What activities do you like best?

If you are an adult, do you have a job thatg®ad fit and pays well? (i.e. real work for
real pay)

If not, how can you gain experience that coaltlito a different job?

What is most important to you at work, at schaolour retirement or other activities?
What do you find most challenging in your jobsehool, or retirement or other day
activities?

What support do you need at your job, at scteoing your retirement or other day
activities?

Do you receive any natural supports at your job?

Did you choose the people who help you at wordtwsing other day activities?

Do you feel you're getting the help you neemhfryour support staff?

How do you get to work, school, and activigesh day? Are you satisfied with your
transportation supports? Are their other trangiam options you would like to try?
As an older adult, are you thinking about estient and what you would like to do when
you retire?

Have you reviewed your benefits and/or talkéth & Benefits Counselor at BRS?

Leisure Interests and Community Life

PowpbdPE

©oNoO

How do you like to spend your free time?

What do you consider fun?

What activities are you involved in?

How are you involved in your community? How dmuyor would you like to, contribute
to your community?

Do you belong to, or wish to belong to, any goor clubs?

Have you ever participated in a self advocaoypg? Would you want to?

What interests do you have that you would lkexplore/expand?

Would you like to take classes or learn/increase skills?

What transportation do you use to when partteipaactivities?
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10. What supports do you need to do the thingdikeuo do in your community?
11. Do you have any spiritual interests?
12. What supports do you need to participate irr gpiritual community?

Health and Wellness

General

1. How would you describe your health?

2. Have you had a physical exam in the last year?

3. Have you seen the dentist in the last six méhths

4. Were there specific concerns your doctor waatstyg pay attention to?

5. Have you had any incidents this past year relte/our health?

6. What supports do you need to maintain good hea#te you getting them?

7. Do you or others who care about you have angaxms about your health?

8. What health issues were identified in your ptgisexam, health assessments, screenings

or Level of Need tool?

What supports do you and your support team mesmieed to take care of your health
issues?

10. Do you need someone to help you to make medemasions?

11. Have you had any falls this year?

12. Have you had medical follow-up as a resultrof ecent falls or new condition?

13. Have you designated some one as a healtheqaesentative?

14. Do you want more information about this?

15. Do you require hospice care or have a DNR?

16. Is there any additional information regardimgiyhealth you would like to learn about?
17. Would you like information about living wills?

©

Medications
1. What current medications are you taking? Fortwbaditions do you take them?
2. Are there any important things to know about thiedication?

Adaptive Equipment

1. Are you in need of any adaptive equipment opamoodation3

2. lIs it available to you when you need it?

3. Are your support staff trained to help you te ysur adaptive equipment?

4. Is there an adaptive equipment plan that dessmdhen and how to use your adaptive
equipment?

Is it properly maintained?

Are there any other accommodations that you @vdikk to receive at home, work or
while in the community?

oo

Finances

1. What are your sources of incomé&ie: Include the amounts of income in the
Information Profile, IP.1, Resource and Benefibhmhation section.)

2. Do you need support to manage your money aref bnefits?

3. Are there areas of managing your funds thatwould like to develop or strengthen?

4. If you need assistance, who helps you or woaldlike to help you manage your

finances?

Do you have sufficient money to support yourdsée

o
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Do your resources meet your needs?

Do you choose what you buy with your spendingey@

In what ways could you increase your skills iaking purchases or paying your bills?
Have you applied for all the entitlements foriethyou may be eligible?

. Have you kept current with Medicaid and oth&rtkements and benefits?

. If you want to make a major purchase, do yaelaaplan to save money?

. Have you looked at a special needs trust farsglf? Asset planning?

. Have you thought about a retirement fund?

. Have you thought about funeral plans or a bturad? Who would be the best person to

talk to you about funeral plans?

Do you have any concerns about your benefite3/ou need a benefits check-up
completed?

Should you consider contacting a benefits sfistto help understand the impact of
employment on your benefits as part of your ovdnadincial management planning
strategy?

IP.3 Future Vision
Questions to Prompt Discussion

What are your hopes and dreams for the future?

1.

2.
3.
4.

What would you like your life to look like inrtde years?

Where would you like to live, work, spend yoaydspend your free time?
What supports do you believe you need?

Who would you have in your life?

What do you hope to accomplish in the coming year?

1.
2.

Where do you see yourself in one year?
What do you hope to accomplish:
a. Athome?
b. At work or at school, during retirement or dgriany other times during the day?
c. For fun or leisure?
d. In your community?
e. With relationships?
f.  With your money?

Do you have any personal goals around yourheall safety? career outcomes? self-
advocacy?
What additional supports do you believe you méed this coming year?
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IP.4 Assessments, Screenings, Evaluations & Reports
Questions to Prompt Discussion

What current assessments are available?

What important information do these assessnietitsbout you?

What should planning and support team members labout these assessments?
What important support needs are identifiechesé assessments?

What are the risk areas identified on the LOM81ary Report?

Are there supports that must be available t@ k@ee healthy and safe?

Are the needed supports in place and adequate?

What additional information would be important taokv about you?

What additional assessments, screenings, evalgsatiomeports are needed to gather this
information? Be sure to include any that are needeide Action Plan, IP.5.

10. Are there any age related assessments in areaasi@lls, or Dementia that are
needed?

©CoNok~wWNE

IP.5 Action Plan
Questions to Prompt Discussion

1. Based on all the information you reviewed in Eregsonal Profile, Level of Need

Assessment and Screening Tool, LON Summary Refissessments, and the Future

Vision sections of the plan, what are the most irtgy priorities for you to address in

the Action Plan?

What are the themes that surface about thedhjiog want to accomplish and the

supports you will need?

What are the most important outcomes you wakéltb accomplish this year?

What issue or need does each outcome addresgand/they important to you?

What actions or steps will need to occur in ofdeyou to accomplish these outcomes?

How will you know if you have accomplished tbhistcome?

How will you measure progress toward reaching datcome (method, frequency)?

Who would you like to support you to reach ygaals or accomplish the things you

want?

9. Who will be responsible for making sure the actem is implemented?

10.When will the outcome be achieved or the actiop stanpleted? What are the
timeframes?

N
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IP.6 Summary of Supports and Services
Questions to Prompt Discussion

1. What are the waiver, state funded, generic,iafiotmal supports and services that will
be provided to you?

Who are the agency vendors or individuals wHbpeovide the supports?

What types of support or service will they pa®? If these are supports funded by one of
the DDS HCBS waivers, please be sure to includeémee of the waiver service.
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What is the amount of supports and serviceswiiblbe provided and how often will they
be provided? For instance, how many hours per weéknes per month will you receive
the supports?

IP.7 Provider Qualifications & Training
Questions to Prompt Discussion

Each Waiver service identifies standard qualtfans that employee(s) who support you
must have. What are the basic requirements fdrwstad provide your supports?

Are there any additional or specific qualificeis (expertise, competence, and or
training) that staff should possess to effectivalpport you?

IP.8 Emergency Back Up Plan
Questions to Guide Discussion

Do you live in your own or family home?

Do you receive personal care or other suppbatismust be available as described in the
Individual Plan or it would lead to an immediatekrio your health or safety?

What are the specific back up plans that shbealtbllowed in the event that needed
supports are not available?

IP.9 Summary of Representation and Participation
Questions to Prompt Discussion

Choice and Decision-Making

1.

2.
3.
4

What support and assistance do you need oupelg to make informed choices and
decisions?

On whom do you rely for support and assistanagecision-making?

Do you have, need, or want a guardian for assistand support?

What information, support, and assistance dongmd to make informed choices and
decisions in your best interest?

Individual’s Participation in Planning Process

1.
2.

3.

How were you involved in preparing for and papating in your planning meeting?
Were there any ground rules you establishegidar meeting? Any there ground rules
you want to be sure are followed in the future?

Were you prepared to say what you wanted tasggur meeting? How could you be
better prepared for the next meeting?

What supports did you receive to effectively amumicate your thoughts?

What supports will help you to successfully achte for yourself in the future if others
do not agree with you?

Is there anything else that is neededhelp you prepare for your next planning meeting?
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Representative’s Participation in Planning Process

1.

2.

How were your representatives including family, gli@n or advocate involved in
preparing for and participating in your planningatieg?

Are there any supports your representatives tepdrticipate more effectively in the
future?

Summary Of Monitoring and Evaluation of The Plan

1.

w N
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At a minimum, your plan should be reviewed adouy to the schedule required for your
support arrangement. Your plan may be reviewedeidyou have a major life change
or if you request that it be reviewed.

How will you make sure that your plan gets rexgd as often as needed?
Who should be involved in this review process?

IP.10 HCBS Waiver Redetermination
Questions to Prompt Discussion

Do you have needs that can be met through waemices so you do not have to live in
an institution (ICF/MR) or in a Nursing Home to leayour support needs met?

Do you and you team feel that but for the prioviof waiver services you would need
services in an ICF/MR or Nursing Home?

Do you require supports and help to performlaach self care and daily activities?
Was the Waiver Redetermination done within 3&¢sdf the last one?

IP.11 Signature Sheet
Questions to Prompt Discussion

Who attended your planning meeting?

Who patrticipated in the planning process?

After a review of the completed plan, do youesgwith it? If not, please notify your case
manager within 2 weeks of receipt of the plan.

After a review of the completed plan, does ylaanily or guardian agree with it? If not,
they should notify your case manager within 2 wesfk®ceipt of the plan.
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| CD9 Codes

Mental Retardation
Mild MR 317
Moderate 318.0
Severe 318.1
Profound 318.2
Unspecified 319

Genetic Disorders

A. Chromosomal Abnormality Syndromes (758. )
1. Down Syndrome (758.0)
2. Patau’s Syndrome (758.1)
3. Edwards’s Syndrome (758.2)
4. Other conditions due to autosomal abnormal(geg. Trisomy) (758.5)
5. Klinefelters (758.7)
B. Pre-natal exposures
1. Fetal Alcohol Syndrome (760.71)
2. Fetal Phenytoin (Dilantin) Syndrome (760.79)
C. Neurocutaneous Syndromes
1. Sturge-Webber Syndrome (759.6)
2. Tiberous Scierosis (759.5)
D. Inborn Errors of Metabolism
1. Amino Acidopathies
2. Organic Acidemias (270.3)
3.  Glutaric Aciduria type 1l (270.9)
4. Very long chain fatty acid storage diseases.@30
5. All, includes Peroxisomal Disorders (330)
E. Pre-natal Infections
1. TORCH (771.2)
2. Congenital toxoplasmosis (771.2)
3. Congenital rubella (771.0)
4. Congenital CMV (cytomegalovirus) (771.1)
5. Congenital herpes (771.2)
F. Other Syndromes
Achondroplasia (dwarfism) (756.4)
Apert Syndrome (755.55)
Angelman Syndrome (759.89)
Bardet-Biedl Syndrome (759.89)
CHARGE Syndrome (759.89)
Cornelia de Lange Syndrome (759.8)
Jeune Syndrome (756.4)
Lissencephaly Syndrome (742.2)
Menkes Syndrome (759.51)
Noonan Syndrome (759.89)
Opitz Syndrome (759.89)
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13.
14.
15.
16.
17.
18.

Osteogenesis Imperfecta — types 2 & 3 (756.51)
Pallister-Killian Mosaic Syndrome (759.89)
Prader-Willi Syndrome (759.81)
Rubenstein-Taybi Syndrome (759.89)

Russell Silver Syndrome (759.89)

Weaver Syndrome (759.89)

Williams Syndrome (759.89)

Sociocommunicative Disorders

1. Asperger Syndrome / Disorder (299.0)
2. Autism (299.0)
3. Childhood Disintegrative Disorder (299.1)
4. PDD-NOS (299)
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Additional References

For additional information about Individual Plangjmplease refer to the following DDS policy,
procedures, and reference documents:

Individual Plan Forms

Individual Planning Tips
Individual Planning PolicyPolicy No. I.C.1.P0O.002
Planning and Support Team ProceduPeocedure No. |I.C.1.PR.002.b

Individual Plan Componen®rocedure, Procedure No. I.C.1.PR.002.a

Questions to Guide Plan Development

Aquatic Activity Screening form

Aquatic Activity Code Guidelines

HCBS Waiver Manual

DDS Waiver Services List

Level of Need Assessment and Screening Tool Ve(LION)

Connecticut Level of Need Assessment and ScredrontiManual

Fact Sheet€ase Manager Table of Contents
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